along the Dutch coast). Young doctors may like to do some years of practice in another country and then return home. However, the situation between Italy and Germany is relevant: for years there has been an arrangement for exchanging 50 doctors between these two countries but very few have gone from Italy to Germany and only a few more-from Germany to Italy. The feeling of being abroad, the different traditions and the different social systems are of some importance in blocking free circulation of doctors. We do not know exactly what the younger doctors feel about this: my own impression is that young doctors are much more willing to go abroad than are the older ones, not only because of their age but also because of their ideals and philosophies. In the case of the Netherlands, before World War II many Dutch doctors went to the Dutch East Indies but are now unable to do this; the Netherlands always seek means of expansion and it may be that many young doctors in our country are interested in going, for instance, to France. In general, it is mainly France which fears invasion and tries to prevent the importation of large numbers of doctors. I have the impression that Italian doctors have a great interest in going into practice in France.
The Treaty of Rome will, on the other hand, have a big influence on the development of education and the recognition of diplomas. After acceptance of the three directives there will be an obligation to inform the Commission in Brussels of any intention to change legal provisions on matters included in the directives. The purpose is to lessen divergence and try to make the curricula similar. Standardization of the length of medical education in general, of specialist training in particular and of practices concerning full-time and part-time education is needed. Already fulltime education for all countries is foreseen for the harmonization period. With this period we are entering the creative phase of the Community. The Treaty could be a precipitating factor for the study of the future of medical education. As the Treaty foresees a harmonizing period after the preliminary rough co-ordination, we need to have an eye to the future. Accumulation of methods and of new facts and insights in medicine gives rise to a centrifugal tendency in medical education, particularly in the specialties; it has already led, in Italy, to many new specialties and to an important reduction in the major specialties. The reaction to this tendency is centripetal: in Germany the organ specialties are brought back into the empire of the basic specialties -Germany does not recognize cardiology, gastroenterology, &c., and tries to bring back the only separate specialty, lung diseases, into the field of internal diseases. I do not believe it to be possible to block the centrifugal development but I think we should try to find ways of linking up the minor with the major specialties. In the Netherlands we have recommended integrated medical education and we have made proposals for the integration of medical practice.
Another current problem is the future of the general practitioner. He has many reasons for feeling frustration; he must be brought back to the hospital and also should work in co-operation with other general practitioners; he has a very important task in preventive medicine and in the rehabilitation of the patient.
These are only some of the many problems that await us after the directives have been brought into action. Dr E Grey-Turner (British Medical Association, London) put forward four points:
(I) The principal objects of the European Economic Community were economic. Dr Grey-Turner traced the history of the formation of the EEC and quoted from the Treaty of Rome to show that its principal purposes were the free movement of goods and the free movement of persons, services and capital. The British Government's objective in applying for membership of the EEC was also an economic one.
(2) If and when Britain entered the EEC, it would be several years behind the six countries. She would therefore have no option but to conform to whatever agreements the six had already reached in respect of the free movement ofdoctors and the harmonization of medical services within the Community. Dr Grey-Turner mentioned the foresight of the British Medical Association in appointing observers to the medical committees of the EEC as soon as the British Government first announced its intention of applying for membership.
(3) Britain's hospitals were different from those on the Continent in that they had been nationalized. The British system of recognition of specialists also differed in that a doctor was recognized as a specialist by virtue of the fact that he held an appointment in a particular grade (the consultant grade) of the nationalized hospital service.
(4) It would be necessary for Britain to move towards the continental system of recognition of specialists, i.e., towards the statutory registration of specialists. If a register of specialists was introduced, this would have far-reaching implications for the staffing structure in the hospital service. It would be necessary to consider whether and, if so, what particular grade and/or status and/or remuneration should be the prerogative of a registered specialist.
Section ofMedical Education
Dr Walter Hedgcock (British Medical Association, London) paid tribute to the great support and friendship of the Dutch delegation and of Dr van Nieuwenhuizen in particular to the British observers on the Permanent Committee of the doctors of the European Economic Community. Dr van Nieuwenhuizen was unique as he had been not only the Secretary General of the Permanent Committee but also a member of the Dutch Government's delegation to the EEC Commission in Brussels. It would be difficult to follow this example in Britain if we were admitted to the Common Market.
Turning to Dr Grey-Turner's view that medical matters played only a small part in the European Community, Dr Hedgcock said that the medical side of the Common Market should not be played down, as one of the most important aims of the Treaty of Rome was to be found as early as the second article; he referred to the aim to accelerate the raising of the standard of living of the member states. This was often referred to as the internal impetus of the Treaty of Rome and it was by reason of this aim that so much importance was attached to the medical requirements of the Treaty, which were many and specific.
Turning to medical education problems in the Community, he had been interested in the proposals for postgraduate education requirements in order to attain specialist registration. It was very interesting also to see that in some of the countries of the Community it was necessary to have up to two years' extra postgraduate experience before being accepted as a family doctor by the social security organizations. This was very much in line with the postgraduate vocational training for general practice being established in Britain.
There were aspects of medical education on which he would welcome the views of Dr van Nieuwenhuizen.
First, the British system of student selection: could this continue if we joined the Community? Though the obligations of the Treaty of Rome would not seem to prevent student selection, there seemed to be no reason why those who failed to obtain medical school places here should not seek their medical education elsewhere within the Community. There were countries where medical schools accepted all, as long as they had minimal university entrance standards; their standards of medical qualification were often not high and, if British-subjects were free to qualify in this way, there seemed no reason why they should not come back here to practise. In addition, what would be the position of Commonwealth graduates who came here to obtain their postgraduate experience? There was the comparable position of Chinese and Malayan doctors in Holland. Dr Grey-Turner had also suggested that it would be to the great disadvantage of the British medical profession that we should be entering the Community so late when everything was 'cut and dried'. Dr Hedgcock thought that late entry might well be an advantage. In any case everything had been 'cut and dried' for all entrants, early or late, by the very terms of the Treaty of Rome and this position was fully accepted by the Governments. What was important was that the six countries were unlikely to experience free movement of doctors before 1969, twelve years after signing the Treaty -a long period to prepare for this event. The forecast of experienced observers was that we should enter in two to three years from now; freedom of movement would call for harmonization of many British statutes, so free movement could not occur at once on entry. It had been forecast that there must be at least a four-year preparatory period. Thus free movement of doctors in and out of this country might well not occur before 1975. This would mean that we would have five to six years in which to study practically the effects of free movement of doctors on the Continent and to benefit by their experience. Thus late entry could be a great advantage.
Reference had been made to the attempts made in France to eliminate freedom of movement within the French hospitals by reference to Article 48(4) which stated that this did not apply in the 'Public Service'.
In Dr Hedgcock's view this was likely to be unsuccessful, as a Treaty which postulated free movement of doctors could not at the same timne deny this to the majority of the medical practitioners. There would have to be 'harmonization'. Finally he thought that the attitude of the medical profession in this country, if we joined the Community, must be to submerge personal and professional interest to the benefit of the whole Community, to accelerate the raising of the standard of livingin fact to become 'Good Europeans'.
Dr van Nieuwenhuizen, in reply, said that there would be no need to alter the system of student selection if the United Kingdom were to enter the Community. Secondly, the Commonwealth graduates who were recognized by the United Kingdom and had obtained their postgraduate training there were in the same position as the specialists of British origin: regulations were necessary by which the specialist training could be accepted by the Common Market authorities. In the future some specialist diploma would have to be introduced in Britain which would give entrance to medical practice in the six countries.
